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Abstract
Purpose – The purpose of this paper is to examine the moderating or contingent effect of
organizational culture on the relationship between the personality and managerial competencies of
primary care managers in Thailand.
Design/methodology/approach – A survey involving distribution of questionnaires to 358 rural
primary care managers in southern Thailand was conducted. Self-reported measures on personality,
managerial competency and organizational culture constructs, adopted from previous research, were
employed. Exploratory factor analysis, confirmatory factor analysis, and hierarchical multiple
regressions were used for data analysis.
Findings – Humanistic, prescriptive, and leadership culture moderated significantly the relationship
between conscientiousness and specific dimensions of managerial competency, i.e. partnership,
collaboration, and visionary leadership. In particular, the study found that managers seemed to be
demonstrating the highest level of such competencies when they scored high on conscientiousness and
worked in an environment that emphasizes a high humanistic culture, high leadership culture, and low
prescriptive culture.
Research limitations/implications – The findings may be generalizable to any people working in
primary care who have a responsibility to engage people in their own care. Further research could be
done in other countries to see whether this conclusion is in fact correct. It would also be useful to
research whether the findings apply to other health and social areas.
Practical implications – Specific personality traits have an influence on managerial competency
within certain organizational cultures. A humanistic and leadership culture should be fostered in
primary health care units. Focusing on developing conscientiousness in managers should not be
overlooked. Relevant training development programs may be important.
Originality/value – This study argues that the effects of personality on managerial competency are
moderated by organizational culture. The findings will be useful to policy makers and those
responsible in human development, particularly, health care managers.
Keywords Personality, Organizational culture, Primary care, Health care, Managers, Thailand
Paper type Research paper
Introduction
Quality of health care is one of many challenges facing the health care sector around
the world (MacKinnon et al., 2004). Thailand is also not spared from this important
issue (Wibulpolprasert, 2007; Gottret et al., 2008). The demand for quality health care
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has significantly impacted on health care policies but it is how they are operationalized
that determines if health care benefits duly reach the appropriate beneficiaries. To
some extent the policy implementation relies greatly on health care managers, who
serve as the key intermediary between policy makers and the operational staffs. In
other words, the effectiveness of policy implementation rests primarily on the ability
and competence of health care managers in understanding the policies formulated and
transforming them into programs and activities which are relevant to the health needs
and problems of local people (Taytiwat, 2008).
Because of the important role health care managers play in ensuring that health
policies are appropriately translated into beneficial primary care services for the
population, the competency of health care managers is a serious issue. This is particularly
so in Thailand where there is no specific competency model for managers in the primary
care sectors. Currently, the Office of the Civil Service Commission’s competency model for
administrative positions is being used for the entire administrative bureaucracy
(Homteeb, 2006). This model may not be applicable to managers in health care because a
competency model should clearly describe the important areas of performance for a job
role, should provide a basis for assessing performance levels, and should tie neatly to
training and learning opportunities. It should also show the skills that an individual needs
to have in order to perform a particular job (Shermon, 2004).
In the context of health care sector, limited studies have been conducted on those at
the forefront of the system such as health care managers, even more so in developing
countries like Thailand. Given the important role health care managers have in
promoting the health of the general public and hence in helping reduce health care
costs (Wibulpolprasert, 2007), and given that Thailand is seriously concerned about
developing job competency in every governmental unit including the Ministry of
Public Health by assessing and improving the performance of its personnel ( Jirojkul
and Kijsomporn, 2008; Sukme, 2008), we sought to fill a gap in existing knowledge of
the necessary job competencies of the primary care managers in Thailand.
Literature review
Discussion of successful managers is frequently associated with the term managerial
competencies (Raelin and Cooledge, 1995), which has been defined in at least two
important ways – from the trait perspective and the behavioral perspective. For
example, Boyatzis (1982) defined competency as “an underlying characteristic of a
person”. It could be “a motive, trait, skill, aspect of one’s self-image or social role, or a
body of knowledge which he or she uses” (p. 21). On the other hand, Woodruffe (1993)
defined competency as “the set of behavior patterns that the incumbent needs to bring
to a position in order to perform its tasks and functions with competence” (p. 29). In this
study, managerial competency of health care managers is defined from the behaviorist
lens because primary care managers are often evaluated not so much on what traits
they have but how they demonstrate them at work (Hoffmann, 1999; Thongluan, 2007).
In the context of health care, competencies may refer to behavioral skills such as
primary care managers cooperating with other organizations to sponsor
complementary health initiatives in the community. The visible behavioral activity
may be a project commonly shared with other organizations (e.g. school, Sub District
Administration Organization, etc.) to promote a healthy public community. This





facilitate (or hamper) health care managers’ competencies, one of which is personality.
It is generally accepted that a person’s traits or characteristics have an important
bearing on the way he/she behaves or acts (Robbins, 1993).
Personality has been defined in several ways but generally speaking it can be
summarized as the sum total of ways in which an individual reacts and interacts with
others (Robbins, 2005). This definition reflects the idea that an individual possesses
personality traits, which are dimensions of individual differences in consistent patterns
of thoughts, feelings and actions (Korzaan and Boswell, 2008). Korzaan and Boswell
further argue that the more an individual has a particular trait, the more he/she
exhibits certain types of behavior that are associated with that trait. Because the sheer
variety of personality traits has rendered systematic investigation problematic,
scholars have reduced them to a manageable number that reflects dominant
personality traits in individuals. According to Goldberg (1992), there are five broad
personality domains that reflect a person’s character i.e. extraversion, agreeableness,
conscientiousness, neuroticism, and openness to experience. Briefly, extraversion
implies an energetic approach toward the social and material world and includes traits
such as sociability, activity, assertiveness, and positive emotionality, whereas
introversion is the opposite ( John and Srivastava, 1999). Agreeableness refers to a
friendly, compliant personality, one who avoids hostility and tends to go along with
others (Cloninger, 2004). Conscientiousness describes socially prescribed impulse
control that facilitates task- and goal-directed behavior, such as thinking before acting,
delaying gratification, following norms and rules, and planning, organizing, and
prioritizing tasks (John and Srivastava, 1999). Neuroticism contrasts emotional
stability and even-temperedness with negative emotionality, such as feeling anxious,
nervous, sad, and tense. Finally, openness to experience describes the breadth, depth,
originality, and complexity of an individual’s mental and experiential life.
The five personality traits are postulated to influence managerial competency
because they are prerequisites of good work performance (Robbins, 2005). For example,
a person who is persistent, careful, responsible, hardworking, and plans wells will
accomplish job tasks (Barrick and Mount, 1991). That is, individuals who exhibit traits
associated with a strong sense of purpose, obligation, and persistence generally
perform better than those who do not (Barrick and Mount, 1991).
Empirical evidence in the existing literature suggests that personality correlates
significantly with managerial competency. The relationship between personality and
managerial competency can be summarized as follows: first, conscientiousness
influences managerial competency either in a positive or negative way (Judge et al.,
2002; Robertson et al., 1999; Shao and Webber, 2006). Conscientiousness is found to be
positively related to dimensions of managerial competencies such as leadership, problem
solving and analysis, planning, organizing, coordinating, customer service orientation,
and dealing with others, but negatively to communication. Second, openness (or its
facets) also influences managerial competency either in a positive or negative way. For
example, while “fantasy” (a facet of openness) has a negative relationship to leadership,
value has a positive relationship. Neuroticism is found to influence visionary leadership,
a dimension of managerial competency, in a negative way.
It is proposed in this research that personality traits will further enhance
managerial competency within specific situations, such as when the culture of the




is, whether or not personality will enhance managerial competency is contingent upon
the organizational culture in which managers are in. Organizational culture is
generally defined as the pattern of shared basic assumptions – invented, discovered, or
developed by a given group as it learns to cope with its problems of external
adaptation and internal integration – that has worked well enough to be considered
valid and, therefore, to be taught to new members as the correct way to perceive, think,
and feel in relation to those problems (Schein, 1985, cited in Mannion et al., 2005). In
short, organizational culture represents “how things are done around here” (Cameron
and Quinn, 1999), which implies that different organizations have different cultures.
According to Shortell et al. (1995), organizations can be differentiated on four different
types of culture: a group culture based on norms and values associated with affiliation,
teamwork, and participation; a developmental culture based on risk-taking innovation
and change; a hierarchical culture reflecting the values and norms associated with
bureaucracy; and a rational culture emphasizing efficiency and achievement.
It is possible to postulate that organizational culture will have a moderating or
contingent effect on the personality-competency relationship because it is widely
accepted that organization culture influences organizational members’ perceptions,
behavior, and effectiveness (Mintu-Wimsatt, 2002; Miron et al., 2004; Page et al., 2003;
Reigle, 2001). In particular, Mintu-Wimsatt (2002) and Chatman and Barsade (1995)
have shown that cultural context moderates the relationship between personality and
behavior in management, for example, impacting on behaviors such as cooperation and
problem solving. Furthermore, as Stewart and Barrick (2004) suggested, traits do not
predict behavior in all situations. Certain traits are only relevant in situations where
behaviors linked to those traits are important for high work performance. If expression
of the trait is not related to work performance, then the trait becomes irrelevant to the
work situation (Stewart and Barrick, 2004).
Studies that look at the contingent or moderating effect of organizational culture on
the relationship between personality and managerial competency are almost
nonexistent. However, there has been research considering organizational culture as
a moderating variable of the relationship between personality and behavioral
outcomes such as performance (e.g. Lee et al., 2008; Miron et al., 2004; Navaresse, 2008),
organizational citizenship behavior (Schnake and Dumler, 2003), career outcomes
(Erdogan and Bauer, 2005), and work behavior (Tett and Burnett, 2003). These findings
support the notion that people prefer to work in cultures similar to their own
personality ( Judge and Cable, 1997), with this fit inducing them to perform better; this
implies that in conducive organizational cultures, people are more likely to develop and
use management skills and competencies.
In conclusion, personality is speculatively capable of determining managerial
competency within certain organizational cultures. Other theories also provide a strong
support for this study. For example, Julian Rotter, a social learning theorist, conceived
of personality as arising from interactions between people and their social environment
(as cited in Ellis et al., 2009). Rotter asserted that any study of personality must include
an analysis of the way an individual interacts with his or her environment (Ellis et al.,
2009). Based on the above literature, the following research hypothesis was explored in
this study.








A survey was carried out amongst 358 primary care managers in southern part of
Thailand. Primary care managers are defined as persons who are responsible for
overseeing all aspects related to promoting and supporting a healthy environment for
people (Homteeb, 2006; Thongluan, 2007). The participants were recruited from five
provinces of the southern rural area by using cluster sampling. The majority of the
managers were female (58.2 percent), married (84.1 percent), and were between 40 and
49 years old (56.8 percent). Most of the managers possessed a bachelor’s degree (67.6
percent). Not all managers held a similar bureaucratic position in their primary care
units; some were designated as Public Health Administrative Officers (82.6 percent),
Public Health Technical Officers (7.3 percent), Registered Nurses (7.0 percent), and
Community Health Officers (3.1 percent). The majority of the managers had been
employed by their organization between 21 and 30 years (53.5 percent) and had job
tenure as a manager between one and ten years (56.5 percent). In total, 95 percent of the
managers were working at a general health center (88.5 percent), with only a minority
working at the community-located primary care unit of hospital (2.0 percent).
Data collection procedure
To conduct the survey, the researchers contacted the Provincial Public Health Office of
the five selected provinces to get permission to carry out the study to obtain request
for the mailing address of their primary care offices. This permission was to ensure
that they cooperated in the study and provided the relevant data (Creswell, 2008). Once
the permission was granted, a survey package was sent to the selected public health
offices. The survey package contained a cover letter, a copy of the approval letter from
the Provincial Chief Medical Officer, a questionnaire, a pen, and a stamped
self-addressed envelope.
To further ensure the aims and objectives were clear within a formal framework for
methodological rigor, a pilot test was conducted amongst primary care managers,
senior public health executives and experts in health business in a different part of
Thailand. The main purpose of the pilot test was to check for the relevance and validity
of the questions asked, and for any ambiguities. Based on the feedback given, changes
were incorporated into the final questionnaire.
Measures
Personality. The researcher adopted the Big Five Inventory (BFI) of John and
Srivastava (1999) to measure personality because it is a short instrument, which has
been used to a considerable extent by recent researchers (Amichai-Hamburger et al.,
2008; Denissen et al., 2008; MacCann et al., 2009). Properties of the BFI have been
shown to be retained across many other languages and cultures (Aziz and Jackson,
2001; Denissen et al., 2008; Worrell and Cross, 2004). BFI has 44 personality items for
five traits i.e. openness, conscientiousness, agreeableness, extraversion, and
neuroticism. Respondents were asked the extent to which they agree that a
particular characteristic applied to them. The participants responded on a five-point
Likert-type scale (1 ¼ disagree strongly, 2 ¼ disagree a little, 3 ¼ neither agree nor




myself as someone who (1) worries a lot; (2) is full of energy; . . .; (44) has few artistic
interests”.
Managerial competency. Because there are no existing managerial competencies for
primary care managers in Thailand, the competency list of 120 items established by
the Public Health America (Nelson et al., 2002) was used to measure managerial
competency. However, to make sure that the competency list is applicable to the Thai
context, it was verified by 12 senior public health executives, deemed to be best
qualified to determine baseline competencies for primary care managers, through
Delphi technique. They were requested to respond to a general question: “What are the
behavioral competencies which primary care managers should be expected to possess
today?” The question was adopted from the study of Sims (1979). The participants
were to rate the competencies on a Likert-type format of 1 to 5 from the most important
to the least important (Sims, 1979). The competencies generated were later analyzed for
similarities, redundancies, and ambiguities.
Three rounds of Delphi technique were performed resulting in 56 competencies,
which were then sent to five renowned experts in health business for further
verification. The experts provided their opinion on the appropriateness and clarity of
the items. After all the feedback, 47 competency items remained. Three invited primary
care managers were then asked to validate the entire 47 managerial competency items
within the instrument for the Thai context. No changes were made to the 47 items, and
these items were later incorporated into the final questionnaire.
Participants were asked to indicate how often they demonstrate the competencies
listed, for example, “facilitates staff’s understanding and acceptance of overall goals”
by using five-point scale ranging from very frequently to never with the following
descriptors: 1 ¼ Very frequently, 2 ¼ Frequently, 3 ¼ Occasionally, 4 ¼ Infrequently,
5 ¼ Never. The use of a frequency scale to identify self-determined performance is also
adopted by a number of researchers (Branco, 2003; Nelson et al., 2002; Thongluan,
2007). For example, Branco (2003) used a frequency scale to identify individual
competencies representative of effective performance in a team setting.
Organizational culture. The Competing Value Framework (CVF) of Shortell et al.
(1995) was employed to measure this construct. The 20-item instrument has strong face
validity, is easy and quick to complete and has achieved acceptable response rates in
other studies. As a global measurement of culture instrument, it is applicable in both the
acute and primary care sectors and has proved to be acceptable to a range of staff groups
(Helfrich et al., 2007; Mannion et al., 2005; Scott et al., 2003). The instrument identifies
four types of culture: a group culture, a developmental culture, a hierarchical culture, and
a rational culture. Some examples of items in a group culture, a developmental culture, a
hierarchical culture, and a rational culture in respective order are as follows:
Organization A is a very personal place. It is a lot like an extended family. People seem to
share a lot of themselves.
Organization B is a very dynamic and entrepreneurial place. People are willing to stick their
necks out and take risks.
Organization C is a very formalized and structured place. Bureaucratic procedures generally





Organization D is very production oriented. A major concern is with getting the job done.
People aren’t very personally involved.
Participants were asked to indicate the extent to which they agree or disagree on a
five-point Likert scale.
Analyses and results
We performed exploratory factor analysis (EFA) to identify personality, managerial
competency, and organizational culture variables. Confirmatory factor analysis was
used to determine whether the fit of the factor solution was empirically confirmed.
Hierarchical multiple regressions were used to test our hypothesis, after the major
assumptions of the regression analyses i.e. outliers, normality, linearity,
homoscedasticity, multicollinearity, and independence of errors (Coakes, 2005), were
met. The following presents the results of the study.
Exploratory factor analysis
For factor interpretation, we set a threshold value of 0.50 or higher on a specific factor
and a loading of no higher than 0.35 on other factors (Igbaria et al., 1995). Variables
should generally have communalities of greater than 0.50 to be retained in the analysis
(Hair et al., 2006).
The process of scale purification reduced the number of personality items from 44 to
12 (Table I). Among these 12 items, the factor analysis extracted three factors:
conscientiousness (Factor 1), neuroticism (Factor 2), and openness (Factor 3). The
process of scale purification reduced the number of managerial competency items from
47 to 24 (see Table II). From these 24 items, the factor analysis extracted six factors:
(1) visionary leadership;
(2) assessment, planning, and evaluation;
(3) promotion of health and prevention of disease;
Items Factor 1 Factor 2 Factor 3
Perseveres until the task is finished 0.78
Does a thorough job 0.76
Is full of energy 0.75
Does things efficiently 0.74
Generates a lot enthusiasm 0.73
Gets nervous easily 0.74
Worries a lot 0.74
Can be tense 0.70
Is depressed, blue 0.70
Values artistic, aesthetic experiences 0.79
Has few artistic interests 0.77
Is sophisticated in art, music or literature 0.74
Variance explained 58.10
The Kaiser-Meyer-Olkin measure of sampling adequacy 0.79
The Bartlett’s test of sphericity (significance level) 0.000
Note: n ¼ 358
Table I.






Items 1 2 3 4 5 6
Facilitates staff’s understanding and acceptance of
overall goals 0.80
Leads process of defining agency’s agency mission and
values 0.74
Clarifies how own programs interact with others to
contribute to the mission 0.71
Articulates the agency’s mission and priorities 0.70
Sets framework of the agency’s mission to put down in
writing 0.66
Integrates agency mission and community vision into a
single direction 0.62
Proactively supports the assessment, planning, and the
evaluation process 0.74
Designs interventions to improve patient/customer
satisfaction 0.72
Uses evaluation results to refine goals/objectives for
program services 0.71
Designs interventions to improve the standard of health
services 0.69
Provides support for colleagues in analyzing, planning,
and evaluating programs 0.64
Encourages staff to upgrade information and skills
regarding the latest health maintenance and disease
prevention research and strategies 0.79
Promotes health broadly defined as quality of life in the
community 0.76
Acts as a preventive health champion in all interactions
with organizations 0.74
Promotes healthy lifestyles in the work setting 0.66
Maintains confidentiality of individual/client data 0.80
Applies information to the needs of individuals/clients 0.71
Provides information to assist identified clients in
making life-style and choices 0.70
Cooperates with other organizations sponsoring
complementary health initiatives in the community 0.79
Encourages the use of existing resources to improve
community health status 0.68
Identifies partners for potential coordination of goals
and services with other agencies 0.62
Works with the media to increase the public’s
knowledge of and support for public issues 0.75
Defines current and emerging public health issues to
inform the community and policy makers 0.73
Provides opportunities to discuss major health
promotion issues by local community 0.70
Variance explained 70.12
The Kaiser-Meyer-Olkin measure of sampling adequacy 0.94
The Bartlett’s test of sphericity (significance level) 0.000
Note: n ¼ 358
Table II.







(5) partnership and collaboration; and
(6) communication, denoted by factors 1 to 6, respectively (see Table II).
The process of scale purification reduced the number of organizational culture items
from 20 to 11 (Table III). These 11 items loaded on three factors. Because the items did
not load well on the dimensions proposed by Shortell et al. (1995), we labeled the factors
differently. The first factor is labeled humanistic culture, the second factor prescriptive
culture, and the third factor leadership culture, in line with some previous researchers
(e.g. Helfrich et al., 2007; Mele, 2003; Seavy, 2008).
Confirmatory factor analysis
The model contains a total of 12 constructs – three constructs that measure
personality components, six constructs that measure managerial competency, and
three that measure organizational culture. Hair et al. (2006) suggested a guideline for
Items Factor 1 Factor 2 Factor 3
My organization is a very dynamic and entrepreneurial place.
People are willing to stick their necks out and take risks 0.76
The glue that holds my organization together is loyalty and
tradition. Commitment to this organization runs high 0.74
My organization is a very personal place. It is a lot like an extended
family. People seem to share a lot of themselves 0.73
The glue that holds my organization together is the emphasis on
tasks and goal accomplishment. A production orientation is
commonly shared 0.73
The glue that holds my organization together is commitment to
innovation and development. There is an emphasis on being first 0.69
My organization emphasizes permanence and stability. Efficient,
smooth operations are important 0.81
My organization distributes rewards based on rank. The higher you
are, the more you get 0.73
My organization is very production-oriented. A major concern is
with getting the job done. People are not very personally involved 0.70
My chief is a risk taker. They encourage employees to take risks
and be innovative 0.92
My chief is a coordinator and coach. They help employees meet the
organization’s goals and objectives 0.90
My chief is warm and caring. They seek to develop employees’ full
potential and act as their mentors and guides 0.89
Variance explained 64.82
The Kaiser-Meyer-Olkin measure of sampling adequacy 0.76
The Bartlett’s test of sphericity (significance level) 0.000
Note: n ¼ 358
Table III.





using fit indices based on different sample sizes. If sample sizes are more than 250
cases, the statistical values are different as shown in Table IV. After EFA, the
outcomes of the initial estimation of personality and managerial competency gave a
satisfactory result. Only organizational culture showed a poor fit (x2 ¼ 146:28,
p , 0:001, CFI ¼ 0:92, RMSEA ¼ 0:09, SRMR ¼ 0:06, GFI ¼ 0:93). Then, AMOS
modification indices over 4 were examined (Hair et al., 2006). Two indicators were
removed from the analysis (“My organization is a very personal place . . . ” and “My
chief is risk takers . . . ”). The insignificant chi-square values signaled a very good fit
between the model and the data as shown in Table IV.
Hierarchical multiple regressions analysis
To reiterate, we hypothesized that organization culture moderates the relationship
between personality and managerial competency. It was partly supported. As
hypothesized, a humanistic, prescriptive, and leadership culture significantly
moderated the relationship between some components of personality and some
dimensions of managerial competency particularly visionary leadership and
partnership and collaboration. The interactions of conscientiousness and three
cultures (i.e. humanistic, prescriptive, and leadership culture) were significant
(Table V).
Discussion, implications and conclusion
This study sought to examine the contingent or moderating effect of organizational
culture on the personality-managerial competency relationship. Three types of
organizational culture were identified i.e. humanistic, prescriptive and leadership
culture. The hypothesis of the present study received partial support when culture was
shown to moderate significantly some dimensions of personality and some dimensions
of managerial competency.
A humanistic culture is one in which people in an organization are willing to stick
their necks and take risks, and the organization is viewed as very dynamic. Loyalty
and tradition, commitment to innovation and development, and tasks/goal
accomplishment are all part of the glue that holds the organization together. Our
findings revealed a moderating effect of humanistic culture on the relationship between
conscientiousness and partnership and collaboration. We found higher levels of
partnership and collaboration of the more conscientious managers than the less
conscientious managers in a high humanistic culture. In other words, the managers
who tend to demonstrate the highest level of partnership and collaborative competency
are those who scored higher on conscientiousness (i.e. persevere until the task is
finished, do a thorough job, are full of energy, do things efficiently, and generate a lot
enthusiasm) and work in a strong humanistic culture. This is because:
. culture influences the way managers and workers perceive the causes of success
and failure in organizational tasks (Pekerti, 2005);
. culture affects whether or not employees are conscientious (work hard) or not
(slack off) (Petersen, 1998); and






















































































































































































































































































































An organization with a prescriptive culture is very production oriented and concern
with getting the job done, but people are not very personally involved. The
organization distributes rewards based on rank and emphasizes permanence and
stability. There was a moderating effect of prescriptive culture on the relationship
between conscientiousness and partnership and collaboration in this study. We found
higher levels of partnership and collaboration from the more conscientious managers
than the less conscientious managers in high prescriptive cultures. In contrast to
humanistic culture, competent managers who demonstrated partnership and
collaborative behaviors are those who scored high on conscientiousness and worked
in lower prescriptive culture. As Chalofsky (2008) and Kilpatrick (2009) suggest, in
humanistic cultures concerns for people and productive processes are commonly
shared providing some sense of stability and predictability in the work environment.
On the contrary, the involvement of people is not a great concern in prescriptive
oriented organizations. A prescriptive culture may stifle the kind of work managers do
and hence inhibit their job satisfaction. A study by Shadur et al. (1999) suggests that
employee involvement is an important aspect of organizational life and a key to
achieving increased organizational effectiveness and positive employee perceptions. If
employees are not given sufficient information and little or no interaction with fellow
employees occurs, then it is unlikely that they will be able to carry out their work
Visionary leadership Partnership and collaboration
Beta Beta
Variables/DVs Step 1 Step 2 Step 3 Step 1 Step 2 Step 3
IV
Conscientiousness (C) 0.32 * * * 0.25 * * * 0.28 0.19 * * * 0.14 * 1.12 * *
Neuroticism (N) 20.13 * * 20.14 * * 20.61 20.04 20.03 0.20
Openness (O) 0.10 * 0.09 0.06 0.18 * * * 0.17 * * * 0.55
Moderator
Humanistic 0.27 * * * 0.48 0.22 * * * 1.93 * * *
Prescriptive 0.04 0.79 20.04 1.15 *
Leadership 20.01 21.58 * * 20.05 21.02
Interaction terms
Humanistic £ C 20.34 21.53 *
Humanistic £ N 0.49 20.25
Humanistic £ O 20.28 20.87
Prescriptive £ C 20.74 21.21 *
Prescriptive £ N 20.12 20.15
Prescriptive £ O 0.06 0.12
Leadership £ C 1.20 * 0.52
Leadership £ N 0.16 0.15
Leadership £ O 0.45 0.46
Constant 2.23 * * * 1.62 * * * 2.30 2.44 * * * 2.06 * * * 24.45 *
R 2 0.16 0.23 0.26 0.09 0.13 0.17
Adjusted R 2 0.15 0.22 0.23 0.08 0.12 0.13
F 21.96 * * * 16.91 * * * 7.92 * * * 11.63 * * * 8.57 * * * 4.56 * * *
Df 3 6 15 3 6 15
D R 2 0.16 * * * 0.07 * * * 0.03 0.09 * * * 0.04 * * 0.04












satisfactorily (Shadur et al., 1999). This may be a reason why conscientious managers
who work in low prescriptive cultures obtain better partnership and collaboration
competency than conscientious managers who work in high prescriptive cultures.
Leadership cultures focus on the leadership role of immediate supervisors of
primary care managers as coordinators and coaches. They seek to develop managers’
full potential and help managers meet the organization’s goals and objectives. We
found a moderating effect of leadership culture on the relationship between
conscientiousness and visionary leadership. We found that in a high leadership culture,
the more conscientious managers gain higher levels of visionary leadership than the
less conscientious managers. Similar to humanistic cultures, managers who were
competent in partnership and collaboration are those who scored high on
conscientiousness and worked in a culture that emphasizes high leadership culture.
The characteristics of immediate supervisors of managers encourage the conscientious
managers who work in a high leadership culture to gain a sense of mission more than
conscientious managers who work in a low leadership culture. This corresponds to the
study of Sinha and Rai (2004) who found that leadership of superiors is a key variable
related to certain competencies of the subordinate role.
Fry (2003) proposed that leaders should establish a culture and ethical system that
empowers people to enable them to experience a sense of membership and feel
understood and appreciated. Through this experience, followers begin to develop,
refine, and practice their own personal leadership that will enable them to “do what it
takes” to get the job done. Immediate supervisors who show concern for people and
seek to develop managers’ full potential can help managers meet the organization’s
goals and objectives and hence enhance managers’ sense of mission. Under this
condition, high conscientious managers will demonstrate even greater visionary
leadership.
The findings of the present study have some managerial implications. First, the
study highlights the importance of developing an appropriate organizational culture
by the directors or top management in primary health care if health care managers are
able to build on their personality traits and become competent managers. This study
shows that to achieve this, an organizational culture needs to have humanistic and
leadership characteristics, i.e. where people assist each other, can exchange ideas
openly and where immediate superiors are supportive and facilitative of the role
primary care managers play. Such a culture should be fostered in primary health care
units so that primary health care managers could effectively harness their abilities for
collaboration and vision in delivering the quality health care demanded by the public
(Homteeb, 2006). Second, the study underscores the importance of developing
conscientiousness in primary care managers so that they can demonstrate effective
managerial competency in the areas of partnership, collaboration and visionary
leadership. In addition to training and developing primary care managers, hiring
practices should focus on selecting people with this personality trait. Third, relevant
training and development programs for primary care managers to develop and
enhance their existing competencies and skills should be carried out.
The findings may be generalizable to any people working in primary care who have
a responsibility to engage people in their own care. Further research could be done in
other countries to see if this conclusion is in fact correct. It would also be useful to




In conclusion, we found that humanistic, prescriptive, and leadership aspects of
culture moderated significantly the relationship between conscientiousness and some
aspects of managerial competency of collaboration and vision. Primary care managers
were found to be better able to demonstrate the competencies of building partnership
and collaboration and developing vision in their job when they are highly
conscientious and work in a high humanistic culture, high leadership culture and
low prescriptive culture. This finding is important for top management, showing that
they need to develop an organizational culture that can foster the managerial
competencies of primary care managers as well as providing relevant training and
development. If they do this, managers will be better able to demonstrate the
management competencies required for the delivery of quality health care.
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